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Introduction
Surgical care is increasingly recognized globally as a great 
contributor to public health, as it significantly reduces mor-
bidity and mortality from traumatic injuries, maternal, ab-
dominal and extra-abdominal conditions, acquired and 
congenital conditions. In developing or low income coun-
tries, the estimates of inadequate access to surgical care are 
very high compared to those in developed countries. This 
corresponds to the low patient / doctor ratio in the low and 
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The lack of adequate surgical staff was the commonest challenge to surgical access (75% for the district hospitals, and10% for the 
regional referral hospital) identified. At the regional referral hospital (CHUB), limited operating theatre space was a challenge in 
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medium income countries (WHO recommendation: 1doc-
tor/ 1000 people; Rwanda: 1 doctor/ 12,000 people- RMDPC 
report 2016)
Worldwide, lack of access to equitable surgical care is a 
significant challenge to the health care systems. Most of the 
countries with high percentages of inadequate access to eq-
uitable surgical care are in sub-Saharan Africa and Asia.1 
Global studies on surgical access, including those by 
United Nations, have often analyzed the challenges to surgi-
cal access by breaking them into timeliness or how soon the 
surgical services are offered; capacity to offer the needed sur-
gical services; safety of the surgical services; and affordabili-
ty by the patients`. WHO considers access to safe caesarean 
sections as critical and cost-effective in reducing both neo-
natal and maternal mortality and long-term disability such 
as obstetric fistulae. In the 49 countries identified by WHO 
in 2008 with inadequate provision of caesarean sections, it 
was estimated that obstructed labor and subsequent mater-
nal mortality cost 1.1 million disability adjusted life-years 
per year globally.1 In communities where district hospitals 
have the capacity to offer essential surgical care, given that 
they are more accessible by many rural communities, early 
surgical interventions often allow for the treatment of surgi-
cal conditions before they result in complications requiring 
specialized and/ or expensive treatment, or mortality.1,2
Whereas the health care system of Rwanda has registered 
great milestones including community based health insur-
ance (mutuelle de santé), performance based financing, and 
some of its hospitals undergoing international accreditation, 
inequitable access to surgical care is still high. The challenges 
responsible for this have not been fully analyzed and doc-
umented. At the referral hospital of Butare (CHUB), there 
are often overwhelmingly increasing numbers of patients on 
the waiting lists anticipating surgical care. For many of them 
surgery may be done after several weeks or months of wait-
ing patiently due to the high numbers versus limited theatre 
and bed facilities. It is not clear whether this is due to in-
creasing demand or inadequate output, or both. Throughout 





















General 82 30 10 6 4 2
Orthopaedic 36 - - - - -
Paediatric 10 - - - - -
Urology 6 - - - - -
Obstetrics and 
gynaecology 30 20 12 10 12 5
Other 5 - - - - -
Monthly total 169 50 22 16 16 7
6-month 
mean 1014 300 132 96 96 42






















Waiting list 1014 300 132 96 96 66
Surgical output 966 212 86 72 60 34
No & specialty 
of Drs 
operating
7 surg 5 
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Dr, MO 2 MO
1 visits 1 
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% output 75 70 65 75 62 52
% unmet 
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the East African region, research and evidence based infor-
mation on this subject which may form a basis for action 
plans aiming at enhancing access to surgical care, is scanty 
or often lacking.
Methods
This prospective observational study sampled different levels 
of health care delivery in the southern province of Rwanda. 
The initial steps included piloting carried out at one district 
hospital. This provided us with the required evidence, the 
basis of which we used in the development of the question-
naire for this study.  Five out of the 11 district hospitals were 
included in the study, selected by simple random sampling 
from all the 11 district hospitals in the province, by picking 
5 out of 11 sealed envelopes, each containing a name of one 
district hospital. The regional Referral hospital in the prov-
ince, Butare (CHUB) was also included.  The variables test-
ed included capacity, timeliness, safety, and affordability, for 
all the included health units in the province. Capacity was 
tested by assessing Operating theatre facilities, the opera-
tions, Anesthetic coverage, Intensive Care coverage, Nursing 
coverage and capacity to handle the sub-specialties. Safety 
was tested by assessing the effective use of the surgical safety 
check-list, infection control methods, and quality of clinical 
documentation. Timeliness was assessed by looking at the 
period of appointments and how long patients stayed on the 
elective booking lists. Affordability was tested by assessing 
the percentage of surgical patients who had an up-to-date 
insurance (mutuelle de santé), those who could afford the 
health-unit treatment costs versus those who could not.  One 
Questionnaire was assigned to each health unit for data col-
lection. The lists of elective surgical patients, compared with 
the lists of operated patients over the last six months were 
used to indicate the output and the reasons for the surgeries 
not done, in the various health units.  Surgical service data 
was accessed to evaluate the lists of booked elective, and the 
operated patients. In addition, 5 patient interviews were con-
ducted at each health unit, from patients who were random-
ly selected from both the surgical out-patients’ clinics, and 
surgical wards, by picking one envelope containing “yes” or 
“no”. They were questioned regarding their views to surgical 
care access and the barriers faced if any. Percentages were 
used to indicate the extent of the challenges to surgical ac-
cess. This study was sanctioned by the Rwanda Surgical Soci-
ety, and the Research and Ethics review Board, representing 
the Ministry of Health. At the Health unit, the authorities 
were approached for permission and informed consent, and 
determination of the respondent(s) to the questionnaire.. 
Results
Lack of the basic skills for the doctors to carry out the 
non-specialized operations was more significant at almost 
all the district hospitals in the study (75%).
The district hospitals with doctors who have skills to car-
ry out non-specialized surgical operations had high output 
and reduced un-met demand for surgical care. Example: 
Kabgayi, Kigeme.
Discussion
One of the main challenges to surgical access identified in 
this study was limited human resources for surgical services. 
With only 7 general surgeons, 1 orthopedic surgeon, 5 gy-
necologists, and 3 Ear Nose &Throat surgeons to offer the 
needed surgical care in the province, and the majority of 
them in them working only at the regional referral hospital; 
it is clear that the human resource deficit is significant. Many 
of the cases that are operable at the district hospitals such as 
hernia, Hydrocele, emergency splenectomy, (usually referred 
to as non-specialist operations) are often referred due to lack 
of doctors with enough experience or exposure to be able to 
operate them at the District hospital. The study found out 
that among the included district hospitals in the region, it 
was only Kigeme hospital, with a visiting specialist surgeon, 
and Kabgayi hospital, with a specialist in Family practice car-
rying out operations, which were not referring such cases. 
In many LMICs, district hospitals have doctors who are able 
to handle common and uncomplicated emergency surgical 
cases.2,3
As a result of under-utilizing the district hospitals, as was 
indicated by this study, and the study by Ntakiyiruta, Wong 
and Rousseau et al. in Rwanda,6 the non specialist operations 
compete with the specialist operations at the referral hospi-
tal, thus overwhelming the waiting lists. Rwanda is not alone 
in this, as studies indicate that many countries including 
South Africa and Australia have a similar challenge. In an ef-
fort to avert the challenge in South Africa, it was proposed in 
Table 3: Surgical Access Challenges Versus their effects (summarized)
Challenge at Regional referral 
(CHUB) Challenge at District Hospitals Effects
Limited operating space & beds Limited  surgical and anesthetic service Prolonged waiting time (electives)
Sub-specialty surgical services 966 212
Special investigations Limited surgical and anesthetic service Referral to other hospitals
Prolonged appointments; long 
distances from home; affordability Limited surgical services
Referral to other hospitals/ 
Delayed surgical access
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their “White Paper” that District hospitals be strengthened 
to handle non specialist operations in order to increase ac-
cess for specialist operations at the referral hospitals.2,3,6
The referrals from the regional referral hospital to oth-
er referral hospitals in Kigali City were often for specialized 
investigations such as CT-scan, MRI-scan, MRCP, or an-
giography; and for the sub-specialty surgical services such 
as urology, plastic, neuro-surgery or pediatric surgery, and 
chemotherapy. This challenge of travelling long distances for 
more specialized care is not unique to Rwanda, which hap-
pens to have a good distance to health unit (average = 5 km, 
compared to the WHO recommendation of 3 km). Studies 
suggest that many countries including Australia and New 
Zealand share the same challenge.3,4,7
The challenge of inadequate numbers of Anesthesia Offi-
cers and limited ICU facilities was real especially at the refer-
ral hospital. They were shared between emergency cases, gy-
necology & obstetrics, elective surgery, and ENT. One group 
often had to be on hold if there was an obstetric emergency, 
given the limited numbers of anesthetic officers. This was 
part of the limited capacity that posed a big challenge for the 
province. The average number of patients requiring ICU at 
CHUB per week was 20, but with only 6 beds in the unit, the 
situation was so challenging. Studies suggest that a similar 
situation exists in other countries in the developing world.5
Even if most of the patients (90%) in this region pre-
sented with community insurance, its processing was often 
delayed, taking several weeks. In addition, it did not cover 
100% of the charges. Many patients were not able to pay the 
extra charges, or even pay for the theatre consumables in 
time. The situation was even worse if special investigations 
such as CT-scan or MRI were required. This was a challenge 
to both the patients and the surgeons. Additionally, there was 
the challenge of those who presented without insurance, yet 
their conditions required urgent care.  Collective patients’ 
views indicated that they were not satisfied with the limited 
surgical services at the district hospitals. This has some sim-
ilarity to the South African situation.3,4
Conclusions
This study found out that there were multiple challenges to 
surgical access in the Southern Province of Rwanda. They 
include the limited number of specialists, and doctors with 
the minimum skills to carry out non-specialized operations 
at the district hospitals, the limited operating theatre facil-
ities, limited number of sub-specialist services, the limit-
ed specialized investigations and often inaccessible cancer 
treatment. These accounted for about 90% of the challenges, 
while 10% of the challenges are related to affordability. The 
patients’ opinions echoed similar challenges.
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